
ISSN: 2320-5407                                                                                Int. J. Adv. Res. 5(12), 1163-1170 

1163 

 

Journal Homepage: - www.journalijar.com 

    

 

 

 

Article DOI: 10.21474/IJAR01/6070 

DOI URL: http://dx.doi.org/10.21474/IJAR01/6070 

 

RESEARCH ARTICLE 

 
IMPROVING RATE OF GBS SCREENING IN ANTENATAL PATIENT TO IMPROVE NEONATAL 

OUTCOME. 

 

Wasan adnan abduhameed.
 

High Institute of Infertility Diagnosis and Assisted Reproductive Technologies, Al-NahrainUniversity, Baghdad-

IRAQ. 

…………………………………………………………………………………………………….... 

Manuscript Info   Abstract 

…………………….   ……………………………………………………………… 
Manuscript History 

 

Received: 15 October 2017 

Final Accepted: 17 November 2017 

Published: December 2017 

 

Key words:- 
GBS screening, antenatal t, neonatal 
outcome. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Background: Group B-streptococcus is a kind of bacteria that can be 

present in the vagina of pregnant ladies with a liability to be inhaled by 

the neonate though its passage in the birth canal during labour with a 

possibility of neonatal mortality and morbidity ranges from simple 

RDS
*
 to death, screening all pregnant women for the presence of GBS

*
 

help to improve neonatal outcome.  

Objective: The study was planned to show the effect of group of B-

streptococcus on neonatal outcome in normal vaginal delivery. 

Materials and methods: This is a prospective study counted on 

retrospective analysis (with ethical approval)in Al-Dhaid teaching 

hospital-Sharjah/UAE from June 2015 till October 2015. Swab from 

vagina and another from rectum is taken from all pregnant ladies 

attending antenatal care (1000 pregnant lady), swab from both sit 

placed into a selective (enrichmentbroth) media which encourage the 

growth of GBS. If bacteria growth in the broth it will be considered as 

positive.Urine test done to those in doubt of vagina GBS but negative 

test.So we divided the patient admitted through antenatal care to labour 

room to screened and unscreened patient and we compare the neonatal 

outcome of both. The pregnant women attend at 34-35 week and the 

swab is taken for culture and sensitivity those women are compared 

with other women attending to labour room or antenatal care without 

screening for a reason or another. Those with positive screening test 

covered with penicillin doses in the first stage of labour (8-10 

hours)before labour. 

Results:- In this study: 

1. Incidences of screened patient are much higher than unscreened 

patient throughout the months 

2. Incidence of hospital stay and receiving unnecessary antibiotics are 

much less in screened than unscreened 

3. Financial burden in screened patient are much less than unscreened 

because of less hospital stay, less antibiotics use, less neonatal stay 

in SCABU 

4. Our incidence of infected women among screened group is 25.7% 
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5. 1-2% of neonatal got infected in unscreened compared to 0.02% in 

screened with 3% got complicated in unscreened ladies compared 

to 0.01% in screened. 

Conclusion: Screening of GBS in pregnant ladies with antibiotics 

cover prior to labour by normal vaginal delivery reduce perinatal 

mortality and morbidity. 
Copy Right, IJAR, 2017,. All rights reserved. 

…………………………………………………………………………………………………….... 

Introduction:- 
Group B-streptococcus is a bacterial infection that can be found in a pregnant woman’s vagina or rectum normally 

in about 25% of healthy adult women
 (1)

. So those with positive GBS are called colonized but these bacteria can pass 

to the baby during delivery
 (2)

, it affect 1 in 2000 babies in USA, but not all babies will become ill, but the outcome 

can be severe, some physicians adopt routine testing as part of prenatal care
(1,2)

. The CDC center of disease control 

and prevention recommend its routine screening to all pregnant women performed between 35
th

and 37
th

 week of 

pregnancy i.e within 5 weeks of delivery by taking swab of both the vagina and the rectum for culture the result 

available within 24-48 hours
 (3)

. 

 

American academy of pediatrics recommends that all women who have risk factor prior to being screened like 

preterm labour before 37 completed weeks to be treated with I.V antibiotics until their GBS status is established. 

Approximately 1 out of every 200 babies if not treated by antibiotics will develop signs and symptoms of GBS
 (4)

. 

 

GBS is not sexually transmitted disease if the test positive, or the patient is at high risk that include: 

1. Labour or rupture membranes before 37 weeks,  

2. Rupture membrane 18 hours before delivery, 

3. Fever during labour, 

4. UTI because of GBS streptococcus, 

5. Previous baby with GBS
 (4,5)

. 

 

So if the test positive (according to CDC) and are not at high risk the chance of delivery a baby with GBS are 

1. 1 in 200 if antibiotics are not given. 

2. 1 in 4000 of antibiotics is given
(1, 2)

. 

 

Penicillin C (category B) is commonly used during pregnancy in non-allergic patient. During labour in normal 

vaginal delivery in cesarean delivery if labour not begun and or water have not broken the cesarean is not in need to 

be given antibiotics because 1 out of 200 babies can be ill. It is either early onset i.e signs  and symptoms occurring 

within hours of delivery like sepsis, pneumonia, meningitis or breathing problems, heart and blood pressure 

instability, GIT and kidney problem
(6)

. While late onset GBS include: 

1. Signs and symptoms within a week or a few months of delivery, 

2. Meningitis is the most common symptoms
(7)

. 

 

So: 

Many women carry group B streptococcus naturally 

Usually causes no problem, but can be devastating  

Most common cause of serious infection in new born and meningitis in babies under 3 months 

Most group B streptococcus infection in babies is preventable 

Your knowledge can help protect your baby
 (4) 

 

Materials and methods:- 
In Al-Dhaid teaching hospital in the outpatient (antenatal care) held on Sunday and Wednesday about 40-60pregnant 

patient attend each time in different pregnant weeks of pregnancy. Those patients supposed to be screened (with 

ethical approval) by vaginal and rectal swab for GB streptococcus and then send to culture at 34 weeks gestation if 

they are positive they kept in computer in a special file number in red line so when they attend labour they supposed 

to be giventhe following regimens. 



ISSN: 2320-5407                                                                                Int. J. Adv. Res. 5(12), 1163-1170 

1165 

 

 

Figure 1:- Study design 

 

 
Figure 2:- Recommended regimes for intrapartum antibiotics 

 

The patient need to be screened even if she planned to deliver by cesarean section because she had to be informed 

that if she positive need to be given treatment if she started labour with cervical dilatation or she developed rupture 

membrane.Those group of patient to be counted each month from June to October in 2015 and followed by in labour 

and their babies to evaluated from first hour of labour till 3 weeks later and compared with those attending antenatal 

care but not screened for financial reason or ignorance by the doctor or by the patient or lost in the laboratory or 

refused by the patient or those who attend directly to the labour room not through antenatal care also those patient to 

be followed after urgent GBS screen for those early and late neonatal outcome. 
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The number of screened compared by unscreened each month. The total number of positive GBS from screened 

had been mentioned. The number of days of staying of those unscreened patients with total coast/patient had been 

screened /month. The neonatal outcome for those screened and unscreened had been compared. The number of 

GBS positive in unscreened also compared with GBS positive in screened patient. 

 

Rerults:- 

 
Figure 3:- Percentage of screened to unscreened in June 

 

 
Figure 4:- Percentage of GBS +ve in screened patientsin June. 

 

 
Figure 5:- Percentage of GBS +ve in screened patients from July to October. 

 



ISSN: 2320-5407                                                                                Int. J. Adv. Res. 5(12), 1163-1170 

1167 

 

 
Figure 6:- Percentage of secerned to unscreened patients                       

 

 
Figure 7:- Causes of unscreened patients 

 

 
Figure 8:- Causes of unquote intrapartum prophylaxis  (<4hrs) 
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Figure 9:- total days of payment 

 

 
Figure 10:- Tatal days of payment 

 

 
Figure 11:- Baby stay >24 hrs in the hospital 
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Figure 12:- statistics 

 

Discussion:- 
According to what is mentioned in the introduction and what is mentioned in the results. We will found that from 

June 2015 till October 2015 we count total number of delivery in Al-Dhaid hospital ((300 patients) and we count the 

number of screened compared with unscreened (figure 3). From screened and unscreened patient, we count the 

number of GBS positive patient (figure 4) (note) unscreened patient we urgently expose to vaginal and rectal swab 

when they are in the labour and they are given prophylactic penicillin according to the regimen at least 4 hours 

before delivery (figure 2) and those patients to be kept in the hospital 2 to 3 days till the result received and the baby 

kept in the neonatal care unit with prophylactic antibiotics till the result appear (figure 1). Those whom are 

unscreened patient we evaluate the neonatal outcome in those GBS positive and not received antibiotics the 

incidence of neonatal mortality and morbidity evaluated. After following the babies till 3 weeks after delivery to test 

for latecomplication(figure 1). 

 

We found that from all the GBS positive babies 2% got infected, 0.5% got complicated with different kinds of 

complication starting from encephalitis to simple flue like illness when those infected patients received antibiotics 

for 2% whom are infected only 0.02% got complicated. So this drop in incidence of complications after discovering 

the problem and receiving antibiotics. Is the goal of this study? 

 

In this study we discuss and screen of the reasons behind unscreened patient (figure 7, figure 8) and we found that 

those are the main reason which we try to find solution for each next year to reduce neonatal mortality and 

morbidity. 

1. Lack of knowledge of pregnant women about the need of GBS 

2. False negative results 

3. Irregular antenatal visit and unbooked patient 

4. Patient not complaint and refuse screening 

5. Low physician to patient ratio 
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6. Lack of antenatal education sessions 

7. Poor follow up by physician and nurses to the result of culture 

8. Not taking prophylaxis antibiotics 

9. Staffis not adapted to GBS screening and forgets it 

10. It was previously not group work 

11. Financial reason because of extra coast of test and treatment 

12. Some are preterm labour 

 

So we put a goal to reduce the incidence of unscreened patient to 15%
(8)

by the end of December 2015 and the 

strategic plan to do so is: 

1. Revise and update the current guidelines related GBS screening and treatment  

2. Prepare and conduct awareness sessions related GBS screening to all pregnant women as per American 

reference. 

3. Send circular to all obs./gyn. physician related to guidelines and critical result  

4. Update circular to all concerned department [pediatric, lab. maternity, outpatient, labour room] 

5. Emphasize on preparing the staffing pattern related to patient ratio 

6. Data collection on months basis and we distribute the responsibilities and put time line to reach the goal
(9)

. 

 

Conclusion and recommendation:- 
At the end we want to recommend that all antenatal care patient need to be screened to reduce the incidence of 

neonatal infection by GBS positive patient which will reduce neonatal mortality and morbidity whether in normal 

vaginal delivery or urgent cesarean section after rupture membrane cervical dilatation or those preterm labour. 

Those patients to be educated early in pregnancy for the importance of this test, also this test supposed to be 

available by general government hospital with availability of penicillin medication. All obstetric and neonatal unit 

should adept the GBS screen protect
 (9, 10)

. 

It supposed to be followed and updated 
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